Introduction
Esophageal cancer is the sixth most common cause of cancer deaths globally, and causes the deaths of over 400,000 people worldwide annually [1] . For the patients with M1 diseases, the population has been growing over the past 20 years [2] . Chemotherapy is the standard treatment for these patients; however, the survival is not satisfactory, with 5-year relative survival less than 5% [3] . Very limited patients were able to survive more than two years. Our study aimed to evaluate the clinicopathologic characteristics of the long-time survivals and construct a clinical nomogram using the Surveillance, Epidemiology, and End Results (SEER) database.
Materials and Methods
This retrospective study was based on publicly available SEER database. Data were retrieved through online access using the SEER*Stat software Version Ivyspring International Publisher 8.2.1. The Institutional Review Board of Shanghai Chest Hospital approved this study.
Data collection
Information of patients diagnosed with M1 stage esophageal cancer from 2010-2014 was retrieved from the recent SEER-18 database. We used site codes C15.0-C15. 5 We also excluded patients whose information was collected from autopsy and death certificates. Individual data retrieved for each case included age at diagnosis, gender, race, year of diagnosis, tumor histology, grade, TNM stage, marital status, site-specific metastasis, surgery, cause-specific death classification, vital status and survival months. Patients were divided into two groups, the long-time survivals (LTS) group and the shorter time survivals (STS). We defined patients who survived no less than 2 years as the LTS, and those who survived less than 2 years as the STS. Surgery was defined as three styles, including primary surgery (primary sites surgery), curative surgery (primary sites and metastatic sites surgery) and metastatectomy (metastatic sites surgery).
Statistical analysis
The Chi-square test and the Fisher's exact probability test were used to compare demographic and clinicopathological variables between the LTS group and the STS group. Cox regression analysis was performed to evaluate prognostic factors. p<0.05 was considered statistically significant, and the statistical tests were based on a two-sided significance level. A nomogram based on possible prognostic factors associated with OS was established using R software, on the basis of the Cox regression model. The performance of the nomogram was assessed with respect to discrimination and calibration. The discriminative abilities of prognostic models were evaluated with Harrell's concordance index (C-index). The C-index estimates the probability of concordance between the observed OS and OS that are predicted from the model. The value of the C-index statistic ranged from 0.5 to 1, with 1 indicating perfect concordance, 0.5 indicating no better concordance than chance, and higher C-index values indicated a better prognostic model. Calibration was quantified by comparing the predicted OS with that of the observed survival against the nomogram's 1-and 2-year predicted OS.
Results
A total of 2981 patients from the SEER database were included for analysis, of which 180 patients in the LTS group and 2801 in the STS group. The demographic and clinicopathologic variables were summarized in Table 1 .
No significant difference in gender, age, race, N stage, location, histology, lung metastasis and brain metastasis was found between the two groups. The median age at diagnosis was 63 years and 65 years in the LTS group and the STS group, respectively. There was a significantly higher proportion of married patients in the LTS group compared to the STS group (p=0.001). The LTS group had a higher proportion of well differentiated tumors (41.1% vs 29.7%), whereas the STS group had a higher proportion of poorly differentiated tumors (58.9% vs 70.3%, p=0.001). SEER database provided information of surgery. A novel higher proportion of patients in the LTS group received surgery (22.2% vs 7.0%, p<0.001). In the LTS group, 27 patients underwent primary surgery, 6 patients underwent curative setting surgery (both primary and metastatic sites surgery), and 7 patients underwent only metastectomy. In the STS group, 71 patients underwent primary surgery, 14 patients underwent curative setting surgery and 110 patients underwent only metastectomy.
The distribution of site-specific metastasis was different in the two groups. In the LTS group, 17 (9.4%) patients had bone metastasis, 62 (34.4%) patients had liver metastasis, 40 (22.2%) patients had lung metastasis and 5 (2.8%) patients had brain metastasis; while in the STS group, 659 (23.5%) patients had bone metastasis, 1222 (43.6%)patients had liver metastasis, 795 (28.4%) patients had lung metastasis and 132 (4.7%) patients had brain metastasis. The LTS group had significant lower proportions of bone metastasis (p<0.001) and liver metastasis (p=0.016), and a tendency of less lung metastasis (p=0.077). However, the proportions of patients with brain metastasis (p=0.229) were comparable between the two groups. Only 8.9% of the patients had multiple metastatic sites in the LTS group, while as high as 22.1% of the patients had multiple metastatic sites in the STS group (p<0.001). Multivariate analysis demonstrated that gender, race, histology, marital status, T stage, grade, bone metastasis, brain metastasis, lung metastasis, liver metastasis, and primary surgery were independent prognostic factors for 1-year OS and 2-year OS. However, surgery (including primary surgery, curative setting surgery and metastectomy) was not one of the independent prognostic factors.
A nomogram incorporating all significant independent factors for predicting 1-year OS and 2-year OS was established based on selected variables with hazard ratios (Figure 1) . Each variable was given a score on a points scale. By adding up the total scores projected in the bottom scale, we could estimate the probability of 1-and 2-year OS. Based on intern validation, the Harrell's C-index for 1-year and 2-year OS prediction was 0.633 (95% CI: 0.608-0.658). The calibration plot for the probability of OS at 1 or 2 years showed a good correlation between the nomogram prediction and actual observation ( Figure 2 ).
Discussion
In our study, we compared the clinicopathologic characteristics between the long-time survivals and the short time survivals, and found that married patients, patients with well differentiated tumors, patients without bone metastasis or liver metastasis and those who underwent primary surgery are associated with long time survivals.
Marital status plays an important role in patients' survival of various cancers [4] [5] . A Swedish study demonstrated that unmarried patients diagnosed of gastric cancer or esophageal cancer had poorer survival compared with the married patients [6] . Two recent population-based studies also found that marital status was associated with superior survival in patients with esophageal cancer (EC) [7] [8] . On the contrary, Brusselaers N et al showed no evidence of a better 5-year survival in married patients with EC who received surgery [9] . However, in the study, only 11.4% of the patients had M1 diseases. It is reported that sicker patients including those with advanced cancer were less likely to marry and have a higher risk of dissolution of marriage [10] . To date, few studies focusing on marital status of advanced EC patients has been published. In our study, we found that there was a significantly higher proportion of married patients in the LTS group compared to the STS group. Also, multivariate analysis showed that marital status was one of the prognostic factors for metastatic EC patients. Better social and spiritual support, improved nutrition condition bought by good marriage may contribute to better survival. Brain metastasis is rare in esophageal cancer, and the survival is poor. The median survival was 4 months and the 1-year OS was 18% as published [11] . However, in our study, no significant difference in brain metastasis was found between the LTS group and the STS group (p=0.164). Some of the patients can achieve long-time survival even if they had brain metastasis. Onal C et al reported the survival condition of seven patients with solitary brain metastasis. All but one patient received definitive chemoradiothearapy and whole-brain radiotherapy. The median survival time was 18.9 months (range: 10.0-27.2 months) [12] . Welch G et al found that for esophageal cancer patients with brain metastasis, OS was superior for those initially had surgical resection with the 1-year OS as high as 67% [11] . It is indicated that although brain metastasis is one of the prognostic factors for poor survival, those who have solitary metastasis or who can tolerate aggressive treatments may have long-time survivals.
In our study, we found that primary surgery was an independent prognostic factor for stage IV EC. Compared to patients with primary surgery, the hazard ratios for patients who didn't receive surgery was 1.922 (95% CI: 1.524-2.425). Also, a novel higher proportion of patients in the LTS group received primary surgery (18.3% vs 3%, p<0.001). Currently, National Comprehensive Cancer Network (NCCN) guidelines recommend chemotherapy as the standard treatment for stage IV disease of EC. Surgery is considered as a palliative treatment and the role of surgery in stage IV diseases is controversial. Blank S et al observed long-term survival when they studied 160 patients with metastatic esophagogastric adenocarci- noma who were treated with chemotherapy followed by resection of the primary tumor and metastasis [13] . Wang J et al reported 96 patients with stage IVB EC treated with chemotherapy followed by concurrent chemoradiation±surgery, the median OS time was 21 months, and 2-year OS rate was 46.8%. In the study, 14 patients received surgery, and the median OS was significantly superior compared to patients without surgery (p=0.001) [14] . However, Saddoughi SA et al recommended esophagectomy not performed for stage IV EC patients in another retrospective study for 52 stage IV EC patients who underwent radical surgical resection [15] . In our study, primary surgery was one of the independent prognostic factors, however, surgery including all the three styles (primary surgery, curative surgery and metastectomy) was not. It indicated that primary surgery may be associated with more benefits. Still, further work, especially prospective study with a large population, is warranted to evaluate the value of surgery in stage IV EC.
This study has several limitations. First, it is a retrospective study which had unavoidable selection bias. Second, other metastatic sites apart from brain, bone, liver and lung, the use of chemotherapy or radiotherapy and surgery details are not reported in the SEER database. Furthermore, we did not perform an external validation, so concerns about generalizability are warranted. Therefore, the presented nomogram needs to be replicated and then prospectively validated before it can be implemented in clinical practice.
Conclusions
In conclusion, married patients, patients with well differentiated tumors, patients with oligometastatic site, patients without bone metastasis or liver metastasis and those who underwent surgery are associated with long time survivals. We developed a nomogram predicting 1-and 2-year OS and CSS for M1 stage esophageal cancer. The prognostic model may improve clinicians' abilities to predict individualized survival and to make treatment recommendations.
